Child and Youth Services (CYS)

Welcome to Ft Irwin Child and Youth Services

All children and youth must be registered to participate in any CYS program. Central
Enrollment is open from 0730 to 1530 Monday thru Friday. The Annual registration fee
is $18.00 or $40.00 per family with three or more children.

Please bring the following items with you when you register your child/children:
Childs social security number
2.emergency contacts (other than the parents) that are from Fort Irwin or
Barstow
Current Leave and Earning Statement (LES) for the sponsor and pay stub for the
spouse if employed
Proof of current immunizations
Power of Attorney if sponsor is unable to come and sign required paperwork
Other possible requirements that may be needed are:

Current sports physical (if registering to play a sport or instructional classes).
Please note that physicals are only good for one year and must be current
through the sports season.

Infant feeding plan must be completed for infants that are less than 12 months
(must be completed prior to placement in a program).
Family Care Plan for sole and dual military parents.

Attend Special Needs Resource Team (SNRT) meeting if child has and
allergies, special needs or are part of the Exceptional Family Member Program.
The team will evaluate the child prior to them utilizing the program,

Child’s birth certificate for children less than 1 year old.

If you have any question please feel free to contact the CER office at
760-380-2257/2258



CHILD AND YOUTH SERVICES HEALTH ASSESSMENT / SPORTS PHYSICAL

DATA REQUIRED BY THE PRIVACY ACT OF 1994

munmwuwwmmu:n]wuumnmunmp-mwﬁ;mm
Mmmwmmmmmmmmmwmw: (#) rolor
child for envoliment in Exceptional Family Mambar Program; (5] certify physicaly it 1o particpate in sports. ROUTINE USES: Mo nformation s disclosed
outside DOD. DISCLOSURE: Information s voluniany, however, Il Information is not provided, Indhviduals may not be ablo to participate In community
acthvitiia,

INSTRUCTIONS: Haalth Assessment compiete sections A & C; Sports Physicals compiete sections A B & C.
PART A
Name of Sponsar Home T slephone DutyWork 1 slephone
Cad Tsbaohons as

Sponsoc Unit / Work Address Sponsor SSN ‘Spouse’s Work Telophone

— CHILD HEALTH INFORMATION
Hama of Child Birt Dite Sex

[ Imaie [] Femate
Does your child have ongoing medical concems?
¥ Yes, explain circumstances and cument staius)
L] ves Lo ) S,
Is your child enrolled in Exceptional Family Membr Program?
(M Yes, explain)
[Jves [ ne
MEDICAL HISTORY
YES MO YES NO

1. or 14, Heal stroks of sxhausion
| 2 Alerghes to medicine, nsect bites or food 15. Broken bones of
3 or 16. Joint injuries (AnidaKnea/Wrisl)
4. Vision Problems (Glasses / Contacts) 17. rostrictied
6. _Ear or hoaring probloms 18. Dabaotas
6. Seizures of Comvulsions 19, Cancer
7. Dizziness or lainfing with sxarcise 20. Dental or orthodontic braces
g 21, Laaming problems
§. Head Of 055 of CONSCIOUSNH3s 22. Swop problems
10. Nock of back | 23, Behavioral protiems
11. Asthma o difficuty breathing 24 ADO / ADHD
12. Hoarl or blood prossure probloems | 25. Other probloms (list bekow)
13, Chast with exercise
I you answer yos jo any of the above, please axplan:
mm -
| Hame Dosage Frequency

=AMl T Medicines and insect Bites)
Type Reaction

Draft Child and Youth Services Health Assessment / Sports Physical Form Page 10of2



PART B: SPORTS PHYSICAL
MMMM!MUMM“:
% MOS om { Ssllo) 'l'l"__tilqi'fl - { ‘lla)
“BP; 7 Visual Aculty :

P / Left ! Tested with |/ without glasses
NORMAL | ABNORMAL | N/A | COMMENTS

7

'.

E
f
i

BlEE

Wﬁ
Ei

5

.
:

0. Skin & Lymphatics
1. Spino — Scollosls
12. Exiremities

13, Neurnlogical
14.““-‘%

Based on this HX and PX exam, the lollowing abnomalities wore found and may noed treatment.

Immunizations are curment and up to date: [:] Yes D No
PARTICIPATION RECOMMENDATIONS

Jmepots  _ ves Mo (L] Momal physical activity 10 inchuding PE
DPAMMM.‘ Dﬂmi:m:

Sports Physical Is valid for | year from date Indicated below

Child / Youth s able lo paricipate in normal CYS programs? D‘ru |:|Nn
Dats Licensed Health Care Professional Stamp Uiconsad Health Care Professional Signature

"Date Type or print name of Parent or Guardian Signature of Parent or Guardian

Health Assessment Re-Certification

Date Health Status Changed Signature of Parent or Guardian
B"ras Dﬂn

Date Health Status Changed Signature ol Parent or Guardian
D'l"ﬂ DH!:

Draft Child and Youth Services Health Assessment / Sports Physical Form Page 2 of 2



SPECIAL NEEDS/CHILD PLACEMENT QUESTIONNAIRE

Wekome o Fort iwin Child snd Youth Services programs. i your child sbould have s specinl need prior
knowhe dge will aBow us 0 make approprinte adjus bmenis o our program and provide trsinkng W the stafl

Chid's Name: Date of Birth:
Progmm/Bldg; Today's Date;
Does your chid/youth have any of the folowing € o nd o ns T
YES | NO YES | NO
Developmental delays Asthma/Respirstory
E'.'I:phh.'
Visual Proble ma/BEndness Speech/Language Delays
(Do not check this box if your child
only wears glsses)
Hearing Problems (Check this box if Allergic Reactons
our child has had Tubes) Explam;
Explnin:
Physical Disability Explaim: Behaviors WConduct Concermns
Scklke-Cell Dscase (Do not check ths Hean Problems
box If your child has only the 5k
Cell tra i)
Kidney Problems Dabetcs
Explain:
Epilepsy/Seizures Antention De ficit Hyperctivity
(ADDVADHD)

Autis m her (Please specify)

2.k your chiid taking medication fur his hercondition fso please s pecify.

3. b yourchid reebving. services frum Behaviern| Medicine? i yes plesse explain. Yes Mo
d. bk your child enreled In a8 Developme ntal Freschool Yes Ma
&, b yourchid earmiied in the Exce ptions| Family Member Frogmm Yes ___MNo
Signsture of Parcot'Gus rdian Home and Duty Phoae

Frint Name (itmir mok f appicable )

(OFFICE USE ONLY)
History of Special Need/Meadical Condition:

Recommeandation: a. Admit/No Significant b. Admit w/Care Plan c. Schadule SNRT
Modification needed Traming date Date/Tmme

NMame of CYS Child and Youth Services program official:

Paags 1 WNTC e 171580 Auo Oid



APPLICATION FOR DEPARTMENT OF DEFENSE CHILD CARE FEES

PRIVACY ACT STATEMENT

AUTHORITY: Public Law 101-189, Section 1504; E.O. 5397,

PRINCIPAL PURPOSE(S: To collect total family income data to determine child care fees

ROUTINE USE(S): Mone.

DISCLOSURE: Voluntary: however, faillure to furnish information will result in placement in the highest fes range.
SECTION | - DEPENDENT CHILDREN

To determine child care fees for your childiren), or any chiidiren) you legally claim as your dependent(s], you must compiete, sign, and
return this form to the director of the program you are applying for. Fees will be determined based on your total family iIncome as defined
below. If you do not wish to divclows your tolal lamily income, your rate will be 1ot sutomatically at the higheit fee level.

LD . DATE OF BIRTH
v Ay TGS 3 ace o canemovesreo
L
b.
€
d.
.

SECTION Il - AMNUAL FAMILY INCOME (To be completed by sponsor. Inciude ol militory and clvilion earned income for sponsor and spouse.)

Enter your annual income dats a3 requested: e.g.. multiply the most recent monthly income by 12 or if paid on a biweekly income, enter
the most recent biweekly income and multiply by 26. For purpose of determining child care lees in DoD Child Care program, total family
income i defined as all eamed income inchuding wage:, salanes, tips, long-term disability benefits, combat pay and voluntary salary deferrals.
include all eamed income such as wages, salanes, tips, long-term disability benefits, voluntary salary deferrals. retirement or other pension
income, etc., before deductions for taxes, social security, et Include quarters subsistence and other allowances appropriate for the rank and
status of military or civilian personnel whether received in cash or in kind. For dual military living in government quarters include BAH-II of
seniol member only. Include anything else of value, even If not taxzable, that was received lor providing services. DO NOT INCLUDE cost of
living allowance [COLA) received in high cost areas. alimony and child support, temporary duty allowances or reimbursements for educational

expenses.

5. SPONSOR
a. NAME [LAST, First, Middle initial b SSN . YEARS OF MILITARY/CIVIL SERVICE
d. INCOME
1) BASE PAY (Most recent leave and Wm 3] BASIC SUBSISTENCE ALLOWANCE | (4) OTHER EARNED INCOME AS
" equivalent] [Annual chart
warning i iletement) of BAH-) O i-dinsd wQuewabent! DESCRIBLD AROVE
6. SPOUSE
a. NAME [LAST, First, Middle intiol) b S5N = YEARS OF MALITARY/CIVIL SERVICE
4. INCOME
7. OTHER EARNED INCOME AS DESCRIBED ABOVE ®. TOTAL INCOME FOR SPONSOR, SPOUSE, AND
OTHER

SECTION W - CERTIFICATION OF SPONSOR [Required for Cotegory | - IV. Please read the following stetement corefully before signing.) .
l

| certify that all of the above information is true and comect and that all family income of the spouse and sponsor is reported. | understand
that this information is being given in order to determine child care fees 10 be pakd and that Federal funds are used 10 subsidize the cost of
child care. | also understand that the installation commander may verify the information on the application; and that deliberate misrepresenta-
tion of this information may subject me to prosecution under applicable State and Federal laws. See 18 U.5.C. Section 1001,

§. SIGNATURE OF SPONSOR® 10. SIGNATURE OF SPOUSE 11. DATE SIGNED Yy ryMmDD)

*If signature is missing, the fees will sutematically be ploced at the highest level

12. TELEPHONE NUMBERS (Include Arec Code) 13. HOME ADDRESS (List oportment number and P-digit ZIP Code)

&, HOME k. WORK
1) SFONSOR

2] SPOUSE

SECTION IV - FOR CHILD DEVELOPMENT CENTER USE ONLY
14. CATEGORY OF APPROVAL 15. AUTHORIZED FEES

16. DATE OF APPROYAL (T 1Y rMMDD) 17. NAME OF CHILD DEVELOPMENT PROGRAM OFFICIAL

-1 .. T T -7 FF .. 1 W _ L . T.T - Bl o il Bl Ll i PPl i B o e i e e e



Child and Youth Services (CYS) Patron Fees
Effective 1 Nov 2006

Non-relundable Heglstration Fee: $18 - 18t childiyouth; §18 - Znd childyouth;

of §40 per year for 3+
Income Category 1 ] [[] [ [l
0 $28,001- | §34.001- | $44,001- | §55,001- | §70,000
3 44000 | 55000 | 70,000 | and higher
CDC Full Day Feos *
1 ] 152 181 218 245 e
Pred ] 137 163 104 20 F ]
COC Belore or After_Kindergarien Semi-monthly Fees®
(1] W
i) a7
Semi-monthly Feas®
153 1
134 157
™ w0
T 1]
m 126
107 121
(] [
17 il
e
Hl
[T} (7]
T [
Bolore and Aftor Grade (1st-6th) Somi-monthly Foe®
st b e m 1 153 174
Pred yrst * &5 100 LFL I . 167
Kindergarten and SAS Summer Camp Woekly Fee****
{etyouth| 36 4 64 T a7 ]
P yoilh| 22 an A [ L] (]
SASKinder Hourty****
BASArtar §1 00 por hour padr poulvCaligony | palrons 82 00 per hour
Middio School Summaor Extonded Hours W Foo
1 10 17 19 F-] ] m
rdypouth) B 15 17 20 ] 2
Youth Sporls
upntiam Flag | Basstal | Basket- | Flober
Foottsall Ll Hockey |
18 £ L s a5 &5
L 2 b2
Cocti'n Firnl pouth il fo cost: sdditional youth bn same sport B 5% of hee.
Lts ™

“GEMI-MONTHLY FEES moo dum the 151 s 1060 of aach mongy, & 5500 lebe beb por ofld will be
wnnossed COU e 3d businoss day. ¥our ciild will ol be sccepied in COC o BAS

il e e paid in bl

“MONTHLY FEES v dus on o el class aflordance day of sach month. A 5500 o kea wil b

aflor e second class sfandance dey of Fe

mergh

S hrknum fab b one hour wih quarier how charges lokowing B Rl hour One guanss hous s §1.000%.05,
SR (a0 b8 one hour with quirer hour changes loliowing the vl howr. One queasnier hour i §.75% 50
5,00 carcedafion loa pee chib] ko el bo cancel one Moo in ehancs. COC hourly Slosed

MAK nave
2%.? e B Fricley bofore fhe lollowing Morday session A §5 00 lale e will ba oharged

TR Tang.
LATE PCK UP FEE: $1.00 per minule sdaring ol 1730 lor il day COCAINdeRAS: 110001530 for part day
texdconfproschionl programs; 1430 ko COC hourly carm, There ks MO gracs perod bor pack up,
YACATION POLICY: Al lull day COC and 5AS children may have 2 seeks leos subdracied lrom
B geormd ol ko s fiscal wear Howrty snd PAL children sre nol slipibie for vacetion.
PAL progrem  closed during MAX leave period with no change o the monthiy fee. Monthiy PAL foes
have booh compules) W Chstmas mar ks 6l o charge.



CALIFTRNLA, DI ARTMEMNT £ EDOCATION
e CHILL AN ALY CARE PR PROCEAM

LETTER TO PARENTS
(Non-Pricing Program)

Dear Parents:

We receive meal reimbursement from the Child and Adult Care Food Program (CACFP) offered by
the United States Department of Agriculture (USDA). With this assistance, we are able to maintain
reasonable child care fees while providing nutritious meals. To enable us to continue this
reimbursement assistance please complete, sign, and return the enclosed Center Eligibility Application.
If your first language is not English, you have the right to ask us for written or oral translation or oral
translation of materials free of charge in your native language. The information will only be used to
determine the eligibility category of your child(ren) and verification of data.

You may provide information using household size and income, receipt of food stamps, California
Work Opportunity and Responsibility to Kids (CalWORKSs), Food Distribution Program on Indian
Reservation (FDPIR), or Kinship Guardian Assistance Payment (Kin-GAP) Program. If you have
foster children, please contact us for special instructions.

If your household income is from scasonal or part-time sources, you may report the total monthly
income or the amount you received for the past 12 months; whichever better indicates the financial
circumstance of your household.

You may report loss of employment or income that your household may experience. This information
may allow us to begin receiving meal reimbursements for your child.

During anytime of the year, a CACFP representative may verify your eligibility information.
Deliberate misrepresentation of information may be subject to prosecution under applicable state and
federal laws.

Please contact the child care center if you do not agree with the determination of your child(ren)'s
eligibility. If you wish to review the decision further, you have the right to a fair hearing. You may
request a hearing by contacting:

Jana Trouberman at (760) 380-4830, Bldg 1323, Fort Irwin, CA 92310



CALEORNIA DEPARTMENT OF EDUCATION
HUTRITION SERVICES DhSion

CHILD AND ADULT CARE FOOD PROGRAM
NEO 30 (REV. 12/104)

ELIGIBILITY APPLICATION INSTRUCTIONS

Flease complete the Child and Adull Care Food Program Cenler Eligibility Application using the instructions below. Sign the
application and retum it to the sponsor, Call the sponsor if you need help:

PART | - PARTICIPANT'S INFORMATION: ALL HOUSEHOLDS MUST COMPLETE THIS PART,
Print the names of children enrolled in the center. (Mark (X) box If this Is a foster child. List only one foster child per form.,)

PART 2A - HOUSEHOLDS RECEIVING FOOD STAMPS, CALIFORNLA WORK OPPORTUNITY AND RESPONSIBILITY FOR KIDS

(CalWORKs), KINSHIP GUARDIAN ASSISTANCE PAYMENTS PROGRAM (Kin-GAF) OR FOOD DISTRIBUTION PROGRAM ON

INDIAN RESERVATIONS (FDPIR) BENEFITS: COMPLETE PART 2A AND PART 3.

(1) ﬂ w:wﬂwP;azg Stamps case number or your CalWORKs, Kin-GAP or FOPIR identification number for the participant. Do
co 8 :

iit An adult household member musi sign the statement in Part 3.

PART 2B - ALL OTHER HOUSEHOLDS: COMPLETE PART 28 AND PART 3.

(1) Write the names of everyone in your household, except children listed in Part 1.

(2) Write the amount of income (before taxes or anything olse is taken out), received last month for each household member, and
M\erallmmlmm.u.mhmnamirm.wﬂm.puwhu.mdnﬂwhma{mrarmmnﬁubdwfnrwpasufhmah
report). f any amount last month was more or less than usual, wrile that person's usual income.

(3) -meam«mmmmmmww]mnmm security number in Part 3.

PART 2C - FOSTER CHILD: COMPLETE PART 2C AND PART 3 FOR EACH FOSTER CHILD LIVING IN YOUR HOME AND
ENROLLED FOR CARE,

PART 3 - SIGNATURE AND SOCIAL SECURITY NUMBER: ALL HOUSEHOLDS COMPLETE THIS PART.

(1) All Center Eligibility Applications must have the signature of an adult household member.

(2) The adult household member wha signs the statement must include his/her soclal security number, If he/she does not have a
social security number, mark (X) box. If you listed a food stamp, CalWORKs, FDPIR, or Kin-GAP number or if the application Is
for a fosior child, a social security number is not neaded,

*Section 9 of the National School Lunch Act requires that, unless the participant's Food Stamp, CalWORKs, FOPIR, or Kin-GAP
information is provided, you must include the social security number of the adult household member signing the application or an
indication that the household member signing the application does not have a social security number. Provision of a social security
number is not mandalory, but if a social security number is not provided or an indication is not made that the adult household member
signing the application does not have a number, the application cannol be approved. The social securlty number may be used lo
identify the household member in carrying out efforts 1o verify the cormeciness of information stated on the application. Those
verification efforts may be carried out through program reviews, audits, and investigations, and may include contacting employers fo
dalermine income, benefits, the State’s Employment Departiment offices to determine the amount of benalits
received and checking the documentation by household members lo prove the amount of income received. Thase efforts

|may result in a loss or reduction of benafits, administrative claims of legal actions if incorrect information is reported.”
PART 4 - RACIAL/ETHNIC IDENTITY: IDENTIFICATION OF CHILDREN IS VOLUNTARY,

mﬂmwimmwmmmhmwmm,w.wsimmmmmmmmu
V.

PART § — FOR SPONSOR USE ONLY: It is the sponsor's responsibility to complete PART 5.
INCOME TO REPORT

Eamings from Employment

Wages/salarieshtip, strike benefits, unemployment compensation,
worker's compensation, netincome from sell-owned business, day
care, farm, or other.

Welfare/Child Support/Alimony

Military Households
mmpmlms BRI, WIS piyTonie. ANIOIIONG i cash dome; - ickiiig ey, Booslgxions
' allowancoes, Does nol Include “in-kind" banafits NOT paid in
Foster Child’s Income

cash (base housing, clothing, food, medical care, etc.)
ONLY funds from welfare agency identified by category for

Other Income
parsonal use of child (clothing, school foes, elc.), funds from : ;
child's family for personal use and eaming from other than  Disability benefits, cash withdrawn from savings, interest

Pensions/Retirement/Social Security

Pensions, retirement income, veleran's paymenls, social
securty, *Supplemental Security Income ($10.00 may be
deducted from SS| check amounts as the Food Stamp
equivalency).

lonal -t mplo dividends, income from lrustafinvestments, regular
— iy SIS 10 NI L VMY WDt o) contributions from persons not living in housshold, net

welfara for sheller, care, elc. 2
Bl royalties’annuilies/net rental iIncome, or any other income.

e e ——




CALFDPNIA DEPARTMENT OF EDUCATION

CHILD) AMD ADVLT CARE FODD PROGRAM
HUTRITION SERVICES DIVISION

i NSD 3101 (REV, 12004)
CHILD AND ADULT CARE FOOD PROGRAM
CENTER ELIGIBILITY APPLICATION
[INSTRUCTIONS ON BACK)
PART 1 - FOR ALL HOUSEHOLDS: mmfmmm ik
PARTICIPANT' S LAST NAME FIRST MAME ML | AGE BARTH DATE |  mams () mox
W PONTER Cheln
PARTICIFANT S LAST HAME FiST MAME M.l | AcE BIFTH DATE g
“FARTICIFANT § LAST NAME FIRST NAME WM.l | AGE | BENDATE -
PARTICIPANT & LAST NAME FIHST NAME M.l | AGE | BIRTHDATE

PARY 2A - FORHOUSENOLDS RECENVIG FOOD BT, CaWORKs, FOPIR, or Kin-GAP BENEFITS: mmn-ﬁim.&&
M__ -
FOOU STAME CASE MUMDER CALWORKE DENTWICATION WUNMBLR

FOP IDENTIFICATION NUMBER KON -GAP IDENTIPICA TION NUMBER

PART 2B - ALL OTHER HOUSEHOLDS: ¥ you did not compiote Pari 2A, complete Par{ 28 and Part 3.

MAMES OF ALL
HOUSEHOLD MEMBERS LT SOURCES
PORGTINCLUDE CHLONN INCOME BY (CHECK APPROPIIATE BOX) p:mn-
LISTED ABOVE.) Y

gngm!m [:l_ma.m ] wosrax gnﬂu
[ weerar (] eveny2woens [ vwceavonrn ] wosmar (] men
L) weerar ] evenv 2weess [] vwcnamonrs [ wosrir [ wen
[] weesay Dmlm D_mnwu ] wosmwr ] mem
C] weway ] evenyzweees ] wweeavonrn [ wosmnr ] meun

(] weeay [] evenvaweess [] vweceasmonrn [ sowmuy E]m
—_—— e ————— e ——— - ——— e ————— e ——— . =
PART 2C = FOSTER CHILD: cmmmcnf Part 3. LIST ONLY ONE FOSTER CHILD PER APPLICATION FORM (NSD 3101)

Fostor child's lotal monthly income: t

PART 3 - SIGNATURE: An adult household member mist sign the statemont bofore If can be approved.,
—_—————e———
PEHALTIES FOR MISREPRESENTATION: [ cortify thal all of ha above informalion (3 irue and comeel and thal the loeod stamp, CalWORKs, FOPIR, o
Kin-GAP numbar s comae! or thal all incoma (8 reporfed. | understand thal this information is baing phvon for the reced! of edoral funds, thal institution

officials may varty o information on the statomand, and thal the deliberate misrapresontation of the informalion may subjoct me o prosecution under
appiicable stato and fodoral laws,

o o |a |wiw =
o e (e |4 |as jas

SIGHATINIE OF ADULT PRINTED MAME OF ADULT
ﬁmwm DATE BGNED
¥ no Social Security Number, mark (X} box [ ]
HOME ADDRESS CODE HOME TELEPHONE NUMBER WORE TELEPHONT MUMBE R

PART 4 - RACIAL IDENTITY: (ldentification of children Is voluntary):

Amarican indlan or Aalan Bilack or Hatlve Hawailan or While ETHNIC IDENTITY
Alaska Native African American Other Pacific Islander Mark (X) box If this participant
] O (. O O Is Hispanic or Latino []
PART § - FOR SPONSOR USE ONLY: Monthly income Converslon
CERTIFICATION
Total housahold Income: weekly [] EveryTwoWeeks []  TwicePormonth []  Montty []  Annual [
Household size: Eligitility Category: Free [] Reduced-Price [ gase [
SPOMBON REPRISENTATIVE SIGNATURL DATE
Re-certification Date: Free [] Reduced-Price [ Base [ ]

He-cartify only with the Issuance of a new eligitility scole or with the reporting of updated eligibility information. Applications are valid for 12 months brom
thi original corfification date, not the new re-cerlification date




Daycare Parent Sample of
Signature & Initials

Our Internal Review Auditor has recently required the USDA Child and
Adult Care Food Program (CACFP) to obtain a sample signature and initial

of parents upon enrollment in Child Development Services. Please take a
moment to help us satisfy this request.

Name of children:

OYes ONo Are you a Single Parent? Please check Yes or No.

Signatures Initials

Father

Mother

Other

Thank you for helping the USDA Child and Adult Care Food
insure integrity on attendance forms in Family Child Care (FCC) homes and
Child Development Centers (CDC).

Please call the USDA CACFP office at 380-4830 if you have any questions.
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